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Brief CommunicationsRetrograde aortic perfusion dislodges a dislodged Amplatzer device
Zubair Luqman, FCPS, Junaid A. Ansari, FRCS(CTh), Hameed Ullah, FCPS, and Mohammad Muneer Amanullah, FRCS(CTh),
Karachi, PakistanT
ranscatheter closure of secundum atrial septal defects
(ASDs) with an Amplatzer septal occluder (ASO)
(AGA Medical Corporation, Golden Valley, Minn) has
become a standard procedure in most pediatric and adult
populations.1 Different series have reported successful closure of
ASDs with good follow-up.1-3 One of the most frequently reported
complications is device embolization/malposition.1 Devices usually
embolize into the main pulmonary artery. We report a case of device
embolization into the aorta and the strategy for surgical retrieval.
Clinical Summary
A 53-year-old woman presented to the cardiology clinic with com-
plaints of palpitations. Echocardiographic analysis revealed a 15-
mm secundum ASD. She underwent elective closure of the ASD
with ASO without any complications. Her predischarge echocardio-
gram revealed that the ASD was still present. Fluoroscopic study of
the thorax showed that the device had embolized into the ascending
aorta (Figure 1). She was taken to the operating room for retrieval of
the device and closure of the ASD. A transesophageal echocardio-
gram (TEE) was performed after induction, which confirmed the
presence of the device in the ascending aorta just proximal to the in-
nominate artery. The initial plan was to start the patient on circula-
tory arrest and retrieve the device. Femoral bypass was initiated, and
hypothermia was used. Adequate exposure of the ascending aorta
was obtained, avoiding manipulation of the aorta, with plans of aor-
totomy and ASO retrieval during circulatory arrest.
On initiation of femoral bypass, it was observed on TEE that the
device could no longer be visualized in the ascending aorta. A fluo-
roscopic scan using a C-arm was performed, and it demonstrated
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crossclamp was applied, and antegrade cold blood cardioplegia was
administered. A right atriotomy was performed, and the device was
visualized through the ASD to be lying in the left ventricle, en-
tangled in the chordae of the mitral valve. The device was retrieved
through the ASD. Direct closure of the ASD was performed with
Prolene sutures (Ethicon, Inc, Somerville, NJ). The right atriotomy
incision was closed. Postoperative echocardiographic analysis did
not reveal any residual defect or mitral or aortic valve insufficiency.
The patient made a smooth postoperative recovery and was dis-
charged in a week.
Discussion
ASOs have been used successfully in the adult population, with
a low failure rate.1 Device embolization or malposition is the most
frequently reported complication, and in one series it was 3.5%.2
It is reported that there is an age-related decrease in the rate of
complications for device closure of ASD, with studies involving
children having the lowest complication rates.4 Embolization of
a device in an adult has rarely been reported.
Figure 1. Photograph showing the dislodged amplatzer device in
the ascending aorta (white arrow).rch 2008
Brief CommunicationsWe did not attempt to retrieve the device percutaneously because
of the fear of more distal embolization. The patient was taken to the
operating room soon after the diagnosis wasmade.An interesting sit-
uation arose when the device could not be found in the ascending
aorta, where it was initially reported to be present. We think that ini-
tiation of femoral bypass resulted in the device being pushed back
into the proximal aorta. With subsequent aortic crossclamping and
antegrade cold blood cardioplegia, it slipped through the aortic valve
into the left ventricle and got entangled in the submitral apparatus.
The decision to start the patient on deep hypothermia with plans
of circulatory arrest was made for fear of distal embolization during
aortic manipulation. It seems that the femoral artery bypass pressure
helped by pushing the device back near the aortic valve and, with
subsequent antegrade cardioplegia, pushed the device through the
aortic valve into the left ventricle and then toward the left atrium,
and this saved the patient from an aortic intervention. This phenom-
enon has not been described in the literature to the best of our
knowledge.Thoracic endovascular aortic repair
with pulmonary hypertension
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T
horacic endovascular aortic repair (TEVAR) has emerged
as an alternative treatment for adult patent ductus arterio-
sus (PDA) in recent years.1 We report here our prelimi-
nary experience in treating adult PDA with stent–grafts.
Clinical Summary
From September 2005 to March 2007, a total of 4 patients with
a large PDA and pulmonary hypertension underwent TEVAR. All
patients had exertional dyspnea. Transthoracic echocardiography,
computed tomographic angiography, and right heart catheterization
were conducted before the operation. All patients had severe pulmo-
nary hypertension. Indications for stent–graft implantation were as
follows: (1) adult patient with large PDA, (2) no other congenital
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The Journal of ThoWe propose that when an ASO has embolized to the aorta, fem-
oral cannulation and cardiopulmonary bypass, along with transeso-
phageal echocardiography and fluoroscopy to localize the device
accurately, should be used.
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cardiac defects, (3) no right-to-left shunt, (4) adequate landing
zone (arch diameter ,35 mm), and (5) adequate access route. The
study was approved by the institutional review board, and informed
consent was obtained. Clinical data are summarized in Table 1.
TEVAR was performed in a catheter laboratory with general
anesthesia. The TEVAR procedure is described in detail in our
previous article.4 Brachial and pulmonary arterial pressures were
monitored. Different arteries were used as access routes. The right
common femoral artery was used in 2 patients. Transperitoneal ex-
posure of the abdominal aorta was performed in 1 patient. The com-
mon iliac artery was mobilized through the postperitoneal approach
by a left oblique hypogastric incision in 1 patient. Tapered stent–
grafts (Grikin Advanced Materials Co, Ltd, Beijing, China) were
used. The left subclavian artery (LSCA) was covered simulta-
neously in all patients.
Stent-grafts were successfully implanted in all patients. Mean
pulmonary arterial pressure decreased from 65.8 6 8.4 mm Hg
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